
1Cancer  Month 0, 2021

Communication

Changes in Breast Cancer Screening Rates Among 32 
Community Health Centers During the Covid- 19 Pandemic

Stacey A. Fedewa, PhD ; Megan M. Cotter, MPH; Kristen A. Wehling, MPH; Karla Wysocki, MA; Richard Killewald, MNM; 

and Laura Makaroff, DO

BACKGROUND: Breast cancer screening utilization steeply dropped at the start of the coronavirus disease 2019 (COVID- 19) pandemic. 

However, the effects on breast cancer screening in lower income populations are unknown. This study examined changes in breast cancer 

screening rates (BCSRs) during the pandemic among 32 community health centers (CHCs) that provided health care to lower income 

populations. METHODS: Secondary data from 32 CHCs participating in an American Cancer Society grant program to increase breast 

cancer screening services were used. BCSRs were defined as the percentage of women aged 50 to 74 years who had a medical visit 

in the past 12 months (142,207 in 2018, 142,003 in 2019, and 150,630 in 2020) and received a screening mammogram within the last 27 

months. BCSRs in July 2020, July 2019, and June 2018 were compared with screening rate ratios (SRRs) and corresponding 95% confi-

dence intervals (CIs). RESULTS: BCSRs significantly rose by 18% between 2018 and 2019 (from 45.8% to 53.9%; SRR, 1.18; 95% CI, 1.17- 1.18) 

and then declined by 8% between 2019 and 2020 (from 53.9% to 49.6%; SRR, 0.92; 95% CI, 0.92- 0.93). If the 2018- 2019 BCSR trends 

had continued through 2020, 63.3% of women would have been screened in 2020 in contrast to the 49.6% who were; this potentially 

translated into 47,517 fewer mammograms and 242 missed breast cancer diagnoses in this population. CONCLUSIONS: In this study of 

32 CHCs, BCSRs declined by 8% from July 2019 to 2020, and this reversed an 18% improvement between July 2018 and 2019. Declining 

BCSRs among CHCs during the COVID- 19 pandemic call for policies to support and resources to identify women in need of screening. 
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INTRODUCTION
The emergence of the coronavirus disease 2019 (COVID- 19) pandemic in the United States in the first quarter of 2020 
caused delays in health care procedures, including cancer screening.1,2 Recent reports have noted steep drops in breast 
cancer screening utilization at the start of the COVID- 19 pandemic.2,3 However, the pandemic’s effects on breast cancer 
screening in populations with lower incomes are not yet known. This is important because these populations have long-
standing barriers to accessing care, lower breast screening rates, and higher breast cancer mortality rates4,5 and are espe-
cially vulnerable to health care disruptions. In this study, we examined changes in breast cancer screening rates (BCSRs) 
during the pandemic among 32 community health centers (CHCs) that provide health care to people who are medically 
underserved.6

MATERIALS AND METHODS
This study used secondary data from 32 CHCs participating in the American Cancer Society’s Community Health 
Advocates Implementing Nationwide Grants for Empowerment and Equity (CHANGE) grant program to increase 
BCSRs and follow- up care. Beginning in August 2018, the CHANGE program funded clinics for 2 years, including 
2020, to implement at least 3 evidence- based client- directed interventions (patient navigation, reminders, and educa-
tion) and provider- directed interventions (feedback and electronic medical record enhancements). CHCs periodically 
reported clinic- level BCSRs throughout the 2- year project period, which were defined as the percentage of women aged 
50 to 74 years who had a medical visit within the past 12 months and received a screening mammogram within the 
last 27 months. There were 142,207, 142,003, and 150,630 women who had a medical visit in the past 12 months 
and were included in the 2018, 2019, and 2020 BCSR denominators, respectively. We compared overall BCSRs as of 
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July 2020 versus July 2019 versus June 2018 and accord-
ing to the regions, urban/rural status, and demographic 
characteristics of clinics with screening rate ratios (SRRs) 
and corresponding 95% confidence intervals (CIs). In ad 
hoc analyses, the numbers of potentially missed mam-
mograms and breast cancer diagnoses were estimated 
under 2 scenarios: 1) if the 2018- 2019 trend extended 
through 2020 and 2) if 2019 rates remained level.7 The 
number of potentially missed breast cancers was com-
puted by multiplying the projected number of missed 
mammograms with the previously reported average can-
cer detection rate (5.1 breast cancers detected per 1000 
mammograms).7 The numbers of missed ductal carci-
nomas in situ and invasive breast cancers were similarly 
computed with their respective detection rates (1.6 and 
3.5 per 1000 mammograms).7 Analyses were conducted 
with SAS version 9.4. This study did not involve human 
subjects according to Emory University’s institutional re-
view board.

RESULTS
Among women aged 50 to 74 years in 32 CHCs, BCSRs 
significantly rose by 18% between 2018 and 2019 (from 
45.8% to 53.9%; SRR, 1.18; 95% CI, 1.17- 1.18) and then 
declined by 8% between 2019 and 2020 (from 53.9% to 
49.6%; SRR, 0.92; 95% CI, 0.92- 0.93; Table 1). If 2018- 
2019 BCSR trends had continued through 2020, 63.3% 
of women would have been screened in 2020 in contrast 
to the 49.6% who were; this translated into potentially 
47,517 fewer mammograms and 242 missed breast cancer 
diagnoses, including 166 invasive breast cancers and 76 
ductal carcinoma in situ cases (Figs. 1 and 2). If BCSRs 
had remained flat at 53.9% between 2019 and 2020, 
there would have been 6477 fewer mammograms, and 
this would resulted in 33 missed breast cancer diagnoses.

The pattern of BCSR increasing and then decreas-
ing between 2018- 2019 and 2019- 2020 was generally 
observed across clinic characteristics, although magnitudes 
varied. Between 2019 and 2020, CHCs with a higher 

TABLE 1. Breast Cancer Screening Rates Among 32 Community Health Centers, 2018- 2020

No. of 
Clinics

2018  
(n = 142,207)a

2019  
(n = 142,003)a

2020  
(n = 150,630)a 2019 vs 2018 2020 vs 2019

BCSR, %b SRR 95% CIc SRR 95% CIc

Total 32 45.8 53.9 49.6 1.18 1.17 1.18 0.92 0.92 0.93
Urban/rural

Rural 4 23.0 36.5 35.1 1.59 1.53 1.65 0.96 0.93 0.99
Urban 28 48.3 55.4 51.3 1.15 1.14 1.15 0.93 0.92 0.93

Regiond

Midwest 8 38.5 48.6 43.7 1.26 1.24 1.29 0.90 0.88 0.92
Northeast 6 65.5 64.4 56.4 0.98 0.97 0.99 0.88 0.87 0.89
South 11 33.4 45.8 45.4 1.37 1.35 1.39 0.99 0.98 1.00
West 7 51.5 59.6 53.8 1.16 1.14 1.18 0.90 0.89 0.91

% Uninsurede

Low (<13.3%) 12 59.4 62.4 53.1 1.05 1.04 1.06 0.85 0.84 0.86
Medium (13.3%- 26.2%) 9 37.3 52.2 50.2 1.40 1.38 1.42 0.96 0.95 0.97
High (≥26.3%) 11 37.0 43.4 42.0 1.17 1.15 1.20 0.97 0.95 0.98

% Hispanice

Low (<10%) 10 31.0 45.1 41.5 1.46 1.42 1.49 0.92 0.90 0.94
Medium (10%- 32%) 11 49.1 52.2 47.7 1.06 1.05 1.08 0.91 0.90 0.92
High (≥33%) 11 48.6 57.9 54.1 1.19 1.18 1.20 0.93 0.92 0.94

% Blacke

Low (<22%) 10 40.2 52.5 49.9 1.31 1.29 1.33 0.95 0.94 0.97
Medium (22%- 50%) 11 46.8 53.9 49.7 1.15 1.14 1.16 0.92 0.91 0.93
High (≥51%) 11 49.9 55.3 48.9 1.11 1.09 1.12 0.88 0.87 0.90

Abbreviations: BCSR, breast cancer screening rate; CI, confidence interval; SE, standard error; SRR, screening rate ratio.
aThe n value is the number of women in the denominator (defined as women aged 50- 74 years who had a medical visit within the past 12 months).
bBCSRs were defined according to the Centers for Medicare and Medicaid Services Measurement Identification Number 125 (CMS- 125) measure as the percent-
age of women aged 50 to 74 years who had a medical visit within the past 12 months and received a screening mammogram within the last 27 months. The 2018, 
2019, and 2020 BCSRs were as of June 2018, July 2019, and July 2020, respectively.
cSEs were determined with a delta method– derived formula:
SE log (SRR) =

[

(p1) ∕ (p1 × n1) + (p2) ∕ (p2 × n2)
]0.5

CI = exp
[

ln (SRR) + ∕ − 1.96 × SE
]

where p is the proportion of women screened and n is the number of women eligible (those aged 50- 74 years who had a medical visit in the past 12 months) for 
comparison years. For example, for the 2020- 2019 SRR, p1 was the proportion screened in 2020, n1 was the number of eligible women in 2020, p2 was the propor-
tion screened in 2019, and n2 was the number of eligible women in 2019.
dBased on US Census regions.
eLow, medium, and high were defined according to tertile ranks with the ranges presented in the table. For example, low for the percentage uninsured included 
clinics with the lowest proportion of uninsured patients. There were 12 clinics with a low proportion of uninsured because of a tie in the proportion uninsured.
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proportion of Black patients (SRR, 0.88; 95% CI, 0.87- 
0.90) and a lower proportion of uninsured patients (SRR, 
0.85; 95% CI, 0.84- 0.86) experienced greater declines, 
and there were no significant changes among clinics  
located in the South.

DISCUSSION
In this study of 32 CHCs, BCSRs declined by 8% from 
July 2019 to 2020, and this reversed an 18% improve-
ment between July 2018 and 2019. Modeling analyses 
have estimated that a 75% decline in the BCSR over 6 

Figure 1. Observed BCSRs among 32 community health centers: 2018, 2019, and 2020. The observed BCSRs were defined according 
to the CMS- 125 measure as the percentage of women aged 50 to 74 years who had a medical visit within the past 12 months and 
received a screening mammogram within the last 27 months. The observed 2018, 2019, and 2020 BCSRs were as of June 2018, July 
2019, and July 2020, respectively. Hypothetical 2020 BCSRs were projected under 2 scenarios: 1) if the 2018- 2019 trend extended 
through 2020 and 2) if 2019 rates remained level. BCSR indicates breast cancer screening rate.

Figure 2. Observed and projected numbers of women screened among 32 community health centers: 2018, 2019, and 2020. 
Observed numbers of breast cancer screenings were computed as of July 2018, 2019, and 2020. The number of breast cancer 
screenings was projected under 2 scenarios: 1) if the 2018- 2019 trend extended through 2020 and (2) if 2019 rates remained level.
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months could lead to an excess of 5000 breast cancer 
deaths by 2030 nationally.8 It is not known how nega-
tive outcomes will be distributed or whether breast cancer 
mortality disparities will widen. We observed generally 
consistent declines across CHCs, although magnitudes 
were greater in clinics serving a higher proportion of 
Black patients. Southern clinics maintained BCSRs, and 
this possibly reflected lower baseline rates or impact of 
stay- at- home orders; further study is warranted.

The magnitude of the BCSR declines in our study 
was less than the 30% decline between June 2020 and 
2017- 2019 and an earlier 94% drop in March/April 2020 
according to an electronic health record research network 
report.2 Within a large Boston metro- area health system, 
BCSRs nearly rebounded in June to September 2020 to 
prepandemic levels after an initial steep drop during the 
spring of 2020.3 Although these studies were based on 
electronic health record and billing data that track data 
on a more frequent basis (eg, daily or monthly), our data 
included reports from a single month (July), and our 
screening metric included a 27- month look- back period 
that captured a period before the COVID- 19 pandemic. 
This is among the study limitations, which include a lack 
of individual- level data and the unknown representative-
ness of the 32 out of 1385 CHCs in the United States.6

We also note that the CHANGE program– funded 
interventions, which were established before and were 
continued through 2020, may have mitigated the pan-
demic’s effects on breast cancer screening services among 
the 32 CHCs that were studied. Further investigation 
of BCSRs among additional CHCs will further inform 
where targeted interventions (eg, client reminders and ed-
ucation on a return to screening) are most needed.

This is one of the first studies to examine BCSRs 
during the pandemic specifically among clinics providing 
care to communities of color and lower income popula-
tions, groups with lower utilization of and greater barri-
ers to breast cancer screening.9 Declining BCSRs among 
CHCs during the COVID- 19 pandemic call for policies 
to support and resources to identify women in need of 
screening. These actions will be critical for returning to 
and surpassing prepandemic BCSRs in CHCs and the 
lower income populations that they serve.
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